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The elect ives program at the University of Missouri 
at Kansas City school of Medicine was evaluated. The program provides 
opportunities for learning in community hospitals, physicians* 
offices and clinics, the main campus of the university, and other 
health-rescurces locations in western Missouri. The School of 
Medicine emphasizes primary care in its overall curriculum and its 
electives. Many of the primary care electives are located outside the 
Kansas City Metropolitan Area. At the completion cf each elective, 
the physician is asked to complete an evaluation instrument which 
requests that he comment on how well the student achieved these 
objectives, and students rate the effectiveness of the experience and 
add explanatory comments, students generally felt that they had 
performed well in their electives as compared with other students at 
the same level, and very few students perceived any aspect of their 
electives to be unsatisfactory, students* responses regarding 
learning support materials indicate that improvements should be made 
in providing appropriate materials. The physician evaluations of 
students were similar to the students' self-evaluation in their 
generally high ratings on the 11 evaluation dimensions. Eleven 
student interviews were also conducted to obtain additional 
information. Some of the students' responses to the 12 interview 
topics are included. <$fc) 
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WMAHEC-SUPPORTED ELECTIVES AT THE 
UMKC SCHOOL OF MEDICINE IN 1978H979 

Kenneth R, Mares, Jeannie Keeny, 
and Carol Long 

The UMKC School of Medicine operates a six year program initiated 
in 1970, which allows students to enter directly from high school and 
to earn a combined BA/MO degree. The curriculum is forty-eight weeks 
each year for five years - thirty-six weeks for the first year, a to- 
tal of 276 weeks of curriculum time equivalent to the curriculum time 
spent by students in four years of undergraduate work and four years 
of medical school with the usual vacations. The curriculum emphasizes 
learning in community hospitals, physicians 1 offices and clinics, the 
main campus of the University of Missouri - Kansas City, and other 
hea I th-resources locations in western Missouri. 

Electives are an integral component of the curriculum of the 
School of Medicine. Electives are approved by a panel of clinicians, 
basic scientists, and behavioral scientists appointed by the Council 
on Curriculum. Students may take electives in Anatomy, Radiology, 
Surgery, or numerous other areas in which they have a special inter- 
est. The choice of an elective is a decision to be made by the stu- 
dent and docent working together, guided by the student's performance 
on the school's internal evaluation methods, the Quarterly Profile 
Examination, by the decent 's opinion of the student's need, and by 
the student's career objectives. The 1978-/9 Llective Book which 
lifted possible assignments included more than 300 electives. 

Because of the School of Medicine's emphasis on preparing pri- 
mary care physicians, a special effort has been made to develop and 



place students in Primary Care elect ives* These electives are in 
Family Practice, General Internal Medicine, and Pediatrics. Each 
student must have at least three elect ives in Primary Care in order 
to graduate. Most electives in Primary Care are for one month. 

The School of Medicine emphasizes primary care in its overall 
curriculum and its electives partly because It is believed that this 
focus will help prepare outstanding practitioners in line with the 
needs of society. Many of the Primary Care electives are located 
outside the Kansas City Metropolitan Area, in order to expose stu- 
dents to conditions in communities which typically need additional 
family practitioners and to help them learn to function effectively 
in this type of setting. It also is hoped that this type of experi- 
ence outside Kansas City will "interest graduating physicians in 
Primary Care - Family Practice, so desperately needed in small 
towns and outlying areas. M * 

NUMBER AND DISTRIBUTION OF ELECTIVES 
In addition to encouraging primary care experience, WMAHEC 
also is interested in stimulating general improvements in physician 
preparation for and service in medically underserved parts of its 
38-county region. To this end, it provides stipends of $366 a 
month for students willing to participate in one-month electives 
outside Jackson County. Thi rty-one- - * of the 1978-79 elective sites 
were in locations outside Jackson County. Twenty of these 31 were 

-WMAHEC Newsletter , Vol. 3, Number 10, October 1976, p. 3. 
—See Appendix A. 



in Primary Care Specialties, five were in Pulmonary Medicine, two. 

each were in Radiology and Cardiology, and two were in Gastroenterology 

cind Psychiatry, respectively. It is hoped that operation of the WMAHEC 

elective program also will help in disseminating up-to-date medical 

information to physicians who participate as preceptors. 

The 1978-79 WMAHEC contract specified goals for the nature and 

geographic distribution of School of Medicine electives (he, precep- 

torships) in the 38-county WMAHEC region. The relevant paragraph 

reuds as follows with respect to ''undergraduate medicine, 11 

Provide a minimum of 55 student months of extra- 
mural clinical medical education in the WMAHEC 
region. The majority of such education shall be 
primary care preceptorships, and all experiences 
shall be conducted at sites geographically remote 
from the UMKC Health Sciences Center. 

The School of Medicine attempted to meet these contract terms 
during the 1978-79 academic year. As mentioned above, 31 student 
months were served (by 29 students) in WMAHEC-supported extramural, 
clinical electives. This number represents 56 percent of the pro- 
ject's contractual obligation. A majority of these months (68%) 
were in electives classified by the School of Medicine as Primary Care.- 



-The UMKC definition is well in line with expert opinion nationally. 
"Primary Core 11 is an evolving concept of health services organiza- 
tion and provision. The concept means different things to differ- 
ent people, and several groups and a host of writers have attempted 
to define it. However, one widely accepted definition is that de~ 
veloped by Alport and Charney. According to this definition, the 
primary care physician should provide the initial contact or point 
of entry to the health care system for the patient, assume longi- 
tudinal responsibility regardless of the presence or absence of 
disease, and provide a broad integrat ionist function vis-a-vis the 
other health resources involved in the physical, psychological, 



EVALUATION QUESTIONNAIRES 

To a significant degree, student activities and objectives for 
each elective are developed individually by the supervising physician 
(instructor) and the campus faculty. At the completion of each elec- 
tive, the physician Is asked to complete an evaluation instrument 
which requests that he or she comment on how well the student achieved 
these objectives, and students rate the effectiveness of the experi- 
ence and add explanatory comments on an evaluation instrument which 
they complete independently* Copies of these instruments are in- 
eluded in Appendix B. 

Although objectives may vary somewhat from one elective to 
another, there are some objectives which are common to all. These 
objectives involve the development of attitudes, knowledge, and be- 
haviors required to become a successful practitioner. To assess the 
attainment of these objectives, students rate their own performance 
and the instructor rates the student on a nine-point scale ranging 
from very unsatisfactory to definitely superior under each of the 
following eleven headings or dimensions: Attitude; Peer Relations; 
Reliability; Medical Information; Concepts; Skills; Maturity; Patient 
Rapport; Ingenuity; Conscientiousness; and Integrity. A copy of the 

"and social aspects of the patient's care. On the basis of these 
criteria, Alport and Charney judge family practice to completely 
satisfy the definition of primary medicine, with pediatrics and 
internal medicine doing so generally. (J. Alpert and E. Charney, 
The Education of Physicians for Primary Care . DHEW Publication 
No. HRA 7k 3113, 1974.) The Health Professions Educational Assis- 
tance Act of 1976 (P.L. 9^-48*0 includes family medicine, general 
internal medicine, and general pediatrics as primary care speciai- 
t ies . 
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working definitions used for this purpose is included in the appendix. 

To analyze these questionnaires, we had data on electives served 
between October 1, 1978 and May 30, 1979. During this period of time, 
25 WMAHEO sponsored electives were completed by 23 students. Data 
from questionnaires for electives served in June, July, August, and 
September had not been compiled and hence were not available in usable 
form, but there is no reason to believe that results for the first 25 
electives would be different than results for the full group of 71. 
Student Questionnaire Response 

Specific instructions to the student were as follows; For each 
dimension mark the box that best summarizes your evaluation of yourself 
as compared to other students at the same level. Student responses are 
shown in Table 1. 



♦ 



TABLE I 

SELF-EVALUATION RATINGS OF STUOENT PERFORMANCE 
IN WMAHEC-SPONSORED ELECTIVES 



Response Category 

Unsatisfactory Sat isfactory Superior Total 





2 


2 


3 


it i 


6 


2 


8 


9 




1. 


Attitude 






2 


5 


9 


7 


I 


2*f 


2. 


Peer Relations 






I 


7 


7 




1 


20 


3. 


Reliabi 1 ity 






2 


6 


6 


8 


2 


2k 


k. 


Medical Information 






1 


13 


7 


2 


0 


23 


5. 


Concepts 






2 


13 


8 


1 


0 


2*f 


6. 


Ski lis 






1 2 


9 


12 


0 


0 


2*f 


7. 


Matur i ty 






2 


8 


9 


k 


1 


2k 


8. 


Patient Rapport 






1 


5 


9 




5 


2k 


9. 


1 ngenu i ty 






1 


8 


9 




2 


2k 


10. 


Consc ient iousness 






1 


6 


10 




3 


2k 


II. 


Integr i ty 






1 


6 


7 




6 


2k 




^Numbers shown are actual 


numbers 


of responses. 


Totals 


for 


the 



dimensions are less than 25 due to non- responses. 
As can be seen in the tallies shown in Tc^le 1, students general- 
ly felt that they had performed wel 1 in their electives as compared 
with other students .it the same level. in no case were any of the 
sol f-evaluat ion rat ings less than k on the nine-point scale with 1-3 
denoting "Unsatisfactory" and 7-9 denoting "Superior." Among the 
nine dimensions, thnrc were only two on which the modal response and 

-6- 
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thu majority of responses were not in the 7*9 (Superior) categories. 
These two dimensions are in the "Clinical Competence" section of the 
questionnaire. Perhaps the reason why students rate themselves low- 
er on this section than on the other dimensions is because they are 
still acquiring medical information and concepts while in the School 
of Medicine, and do not feel that they have made superior progress 
while they are still working to master these aspects of clinical com- 
petence. 

The second part of the student questionnaire requested respon- 
dents to answer as follows: "From your experience, please rate the 
effectiveness of this rotation/elective in each of the following by 
circling the number you feel is appropriate. ** Effectiveness of the 
elective is to be rated in terms of the goals for each particular 
elective as stated in the Curriculum Book. As in the first part of 
the questionnaire, response categories ranged from 1-3 (Unsatisfac- 
tory) to 7-9 (Superior). A copy of this part of the questionnaire 
is included in the appendix to this report. Aspects of the elec- 
tives which were rated for effectiveness are shown in Table 2, along 
with data on responses of our sample of students who participated in 
the first 25 elect ives. 

Ab shown in Table 2, very few students perceived any aspect 
of their elect ives to be unsat isfac tory. None of the sixteen items 
received more th'n one unsatisfactory rating. Conversely, only one 
i tero-~"Leani in<j Support Materials' 1 had modal responses below "Super- 
ior." A:; reqanis the "Overall Experience," 21 out of 23 respondents 
(917.) rated their elect ives in the Superior categories. 



TABLE 2 

STUDENT RrilNGS OF EFFECTIVENESS OF WMAHEC-SUPPORTED ELECTIVES 



Response Category* | 

■ As P e 9^ Unsat isfactorv Satisfactory Superior Total 





1 2 


i 


k 


i 


6 


7 


8 


5 




1. 


Facts learned 


i 


0 


1 


1 


11 


6 


3 


23 


2. 


Ski 1 Is developed 




I 


k 


1 


9 


*f 


3 


22 


3 


Concepts acquired. 




1 


1 


1 


9 


7 


3 


22 


k. 


Adequate exposure to a 
broad range of clinical 
problems in this field. 




1 


1 


1 


5 


7 


8 


23 




Learning Support Materials. 


i 


0 


6 


8 


5 


3 


0 


23 


6. 


Specificity, clarity, and 
quality or reading assign- 
ments. 


i 


0 


5 


2 


1 1 


2 


I 


22 


7. 


Effectiveness of Instruc- 
tor^s; as leacner^s;. 


i 


0 


0 


0 


3 


8 


1 1 


23 


8 


rersonci ; attention re- 
ceived from Instructor. 


i 


0 


I 


0 


0 


■ 


16 


22 


9. 


Persona] attention re- 
ceived from Resident Staff. 










2 


1 


1 


if 


10. 


Personal attention received 
rrom Attending Staff, 










2 




5 


1 1 


11. 


Patient responsibilities. 


i 


0 


0 


3 


3 


7 


8 


23 


12. 


"On Ceil p» schedule. 




0 


2 


1 


7 


2 


2 


Ik 


13. 


Attitudes of nurses. 






1 


3 


3 


9 


7 


23 


I'4. 


Amount of relevant work. 




1 


1 




7 


7 


7 


23 




Scheduled Conferences and 
Lectures ; t ime, frequency, 
relations to clinical prob- 
lems, preparation by teachers. 


i 




6 


6 


2 


2 


1 


18 


16. 


Overa 1 1 experience. 




1 




1 


5 


/ 


9 


23 



''■Numbers shown are actual numbers of responses. Totals for the dimen- 
sions are less than 25 due to non- response. Most of the non- responses 
were to non-applicable items. 
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It should be rioted that the elective experiences are purposely 
designed to be very diverse, with sites and learning assignments 
selected to provide students an opportunity to follow their individ- 
ual interests and to learn skills which they and their advisors be- 
lieve will be most valuable to them* It Is difficult to provide ap- 
propriate learning resource materials since the nature and conditions 
of elect ives differ so much from location to location. Student re- 
sponses regarding "Learning Support Materials 11 indicate that improve- 
ments should be made in providing appropriate materials, but this 
should be done without making the electives an overly monolithic 
learning experience in violation of some of their primary goals. 

Similarly, improvements could be made in other aspects of the 
elective such as "Scheduled Conferences and Lectures, 11 but one also 
should keep in mind that the VMAHEC electives are an extramural 
clinical experience which minimizes scheduled conferences and lec- 
tures like those that provide a fundamental portion of the on-campus- 
curriculum. Efforts to improve the effectiveness of scheduled con- 
ferences and lectures should be undertaken cautiously lest they 
I eid to too much rigidity counter to the primary purposes of the 
elective program. In addition, certain elective experiences do 
not lend themselves to this type of activity. 

It also should be noted that fewer than half the respondents 
answered two of I he ite.r.s: "Personal attention received from Resi- 
dent Staff 11 and "Personal attention f rom At tending Staff." Apparent- 
ly this is because the moaning of the terms "resident staff" and 
"attending staff" are not clear and/or because clearly-designed 



staff }n these categories are not a part of many or most elect Ives. 
In any case, Jack of response on these items does not seem to indi- 
cate any underlying weakness in the WMAHEC- sponsored elect ives but 
perhaps reflects the fact that in most of the elect ives no residents 
were in vol ved. 

Finally, we should stress the fact that the majority of parti- 
cipants found the elect ives to be superior learning experiences with 
respect to most of the items on which they were requested to rate 
their assignments. Response patterns on this type generally reflect, 
to some extent, a positive response set students tend to exemplify 
with respect to assignments they have volunteered to participate in, 
but they also reflect a general view that the "WMAHEC-sponsored elec- 
tives have been valuable with respect to the objectives state 1 for 
them in the UMKC Curriculum Book and the School of Med ic ine-WMAHEC 
i on tract designed to prepare future physicians for primary-care 
practice in the UMAHEC region and elsewhere* (We will return to 
th'.s last point in a later section of this report dealing with stu- 
dent interviews.) In addition, it also should be kept in mind that 
the student questionnaires are examined each year by faculty and 
evaluation staff at the School of Medicine, with emphasis in this 
examination placed on identifying elective sites at which students 
or physicians gave unsatisfactory ratings, and on improving the 
selection of site*> for future placements. Thus some effort has been 
pi.wie in past years to reduce the frequency of ^election of unsatis- 
factory .^ites. Year-to-year efforts along these lines probably help 
tii. count for the very high general ratings reported above concerning 
t hr administration of the student questionnaire. 
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Physician Questionnaire Response 

Quest ionnahes filled out by the preceptorship physicians who 
worked with participating students were identical in content (items 
and response categories) with the first part of the student question- 
naire. Directions given to the responding physicians were as follows: 
"For each dimension mark the box that best summarizes your evaluation 
of this student as compared to other students at the same level." 
Responses of the physicians are shown in Table 3. 

TABLE 3 

PHYSICIAN RATINGS OF STUDENT PERFORMANCE IN WMAHEC-SPONSORED ELECTl VES 



Response Category 



D imons ion 



Unsat isfactory Satisfacto ry Superior Total 
111 it i 6 7 8 9 



1 . 


Att i tude 


1 


1 


7 


k 


8 


21 


2. 


Peer Relations 


1 


3 


k 


8 


k 


20 


3. 


Rel iabi 1 i ty 




2 


3 


S 


7 


21 


if. 


Medical Information 


2 1 


3 


5 


5 


5 


21 


5. 


Concep ts 


1 3 


3 




7 


3 


21 


6. 


Ski Us 


2 


3 


6 


8 


2 


21 


/. 


Matur i ty 


2 


1 


9 


5 


k 


21 


8. 


Patient Rapport 


1 


2 


7 


7 


k 


21 


<•). 


1 ngenu i ty 


3 


2 


9 


2 


5 


21 


10. 


Conscie.nt iour>rv».ss 


1 




6 


7 


7 


21 


1 1 . 


1 ntogr i ty 




2 


? 


9 


3 


21 
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As shown In Tcible 3, the physician evaluations of students are 
similar to the students 1 self-evaluations in their generally high 
ratings on the eleven dimensions. No rating for any student was less 
than satisfactory, and the modal responses and majority of ratings for 
all the dimensions are in the "Superior" category. The main difference 
is that while the majority of student self-evaluation ratings on two 
of the clinical competence dimensions (Medical Information, Concepts) 
were in the "Satisfactory 11 categories, here as elsewhere the majority 
of physicians 1 responses were in the "Superior" categories. It is ap- 
parent that the physicians have a more positive perception of students 1 
performance relative to other students at the same level than the stu- 
dents have of their own performance on these three dimens ions.*'* Per- 
haps this i . because the students tend to show some uncertainty con- 
cerning their clinical competence while they are still preparing to be 
physicians and working to master all the information and skills they 
will need to practice medicine. In any case it is clear that the phy- 
sicians generally have positive perceptions about the performance of 
the students, and presumably are generally satisfied with the capabil- 
ities and performance of their students. 

Another reason why physicians 1 ratings on clinical competence may 

be higher than the students 1 self-evaluations on these dimensions may 

be because students are learning about the most recent research and 

techniques in the School of Medicine, and the physicians with whom 

they work have on opportunity to up-date themselves on some matters 

-When "Unsatisfactory 11 categories and "Satisfactory" categories are 
added and scores on (he three clinical competence items are aggre- 
gated, the physicians are significantly more likely to give Superior 
ratings on clinical competence than the students give themselves 
(X^ - 6.88; p 4.01). 

-12- 



through their contact with the students. The exchange that takes 
place between the preceptor physician and the student may In fact be 
considered as a type of informal continuing education. This possi- 
bility underlines the reciprocal benefits inherent in extramural pre- 
ceptorship programs such as the School of Medicine electives* 

STUDENT INTERVIEWS 
To obtain additional information on WMAH EC- supported electives 
in 1978-1979, we conducted interviews with nineteen students after 
they had returned from their off-campus clinical experience. All of 
the students interviewed completed their electives between October, 
1978 and May, 1979, and all but four participated in electives which 
were classified as ,? primary care. 11 Most of the interviews ranged 
from one to one-and-one-half hours. Information from the interviews 
will be presented and discussed under the following headings: 1) Clini- 
cal problems encountered in the preceptorship setting; 2) Diagnostic 
and therapeutic techniques in the preceptorship setting; 3) Learning 
to view and treat the patient in the context of his or her family 
and community; k) Enhancing interviewing and human relation skills 
through experience in providing care; 5) Knowledge through experience 
of referral and consultation processes in a community setting with 
multiple and varied health resources; 6) Understanding the role and 
lifestyle of a primary-care physician in the total community health 
cart* system; 7) Learning through personal experience about the 
skills, roles, nnd capabilities of office support personnel Such as 
receptionist .nurses , etc.; 8) Gaining familiarity with business 
find monitoring aspects of the medical practice, such as bookkeeping, 

-13- 
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records system, appointment scheduling, etc.; 9) Understanding of 
preventive health practices and their utilization in a primary care 
practice; 10) Understanding of public health and environmental fac- 
tors in relation to the private practice of medicine; II) Exposure 
to rural practice; and 12) Problems in Administration of the Elec- 
t ives. 

Part of the interview with each student was structured and part 
was unstructured. The structured part consisted of ten questions 
for which respondents were asked to check one of seven response cate- 
gortes with the polls labeled "very much 11 for a score of one, "not 
very much at a ! 1 11 for a score of seven. Low scores represented a 
desirable response, high scores represented an undesirable response, 
and the scale mid-point of four represented a neutral response. 
The unstructured part of the interview consisted primarily of probing 
following each of the ten questions. Interviews were conducted by 
the WMAHEC evaluation staff and were tape-recorded and transcribed 
for subsequent analysis. 

Clinical Problems Encountered in the Preceptorship Setting 

The interview item used to explore this topic was as follows: 

To what extent did you learn about the kinds of 
clinical problems encountered in an office prac- 
tice as compared to a hospital setting, includ- 
ing mechanisms for ensuring comprehensive and 
cont inu inq care? 

Responses by numerical category for this item were not tabu- 

I<ited because some of the students who were interviewed served their 

electives in hospitals or clinics rather than office. However, 

extended interview r* -.ponses indicated that many students did seem 



-14- 



to gain an Improved understanding of clinical problems encountered 

in an office practice as a result of their participation in WMAHEC 
elect ives. Responses which illustrate this type of benefit were 
as fol lows: 

Student #01: I spent a good deal of time in the preceptor's 
office, it was every afternoon about 11:00 on, five days a 
week. I saw a good number of patients, he has a very busy 
office practice. (The problems we saw) varied, we saw some 
internal medicine problems, did obstetrics, we saw mothers 
for prenatal /isits, a lot of follow-ups for people that 
had been in the hospital for various things. It was dis- 
tinctive because there were so many different things. 

Student #02: The type of clinical problems I worked with 
were minor clinical problems such as colds and small cuts 
that were sutured and perhaps the sutures were being removed. 
There were problems an internist or gynecologist might see 
such as follow-up of heart problems or respiratory problems 
or pre-natal checks or pediatric problems such as immuniza- 
tions, well^baby checks, and other such out-patient type of 
act i vi ties. 

Student #03: I was very surprised at the number of patients 
that came in with what I considered to be very minor prob- 
lems > A lot of low back pains, a lot of aches and pains here 
and there, erot tonal kinds of problems, depressions, insom- 
nia, the kinds of things that go on in the everyday world 
but you don f t see in acute hospital settings. He did have 
patients come in that were acutely ill that we would treat 
and if they were severe enough of course we would hospital- 
ize them. I would see patients with him and observe the 
procedures ... By the end of the week I was coming up 
with my own feelings of what the patient had and how to 
treat them, then he (the preceptor) would review that with 
me and go in to talk to the patient briefly and make any 
changes that needed to be made. 

Student ;/0-f: What really struck me about it down there 
wos that if you hove a kid that comes in that you 1 re think- 
ing might need some kind of hearing test or kind of ex<im 
dealing with how they are doing if) school, whether they 
are hyperuu ive or something like that, you would have to 
call into p^y people workinq in thr area, such as a social 
worker that happened to be working there at the Division 
of Family Services. I think I learned more about the 
actual various divisions and departments for health care 
services in Missouri from beinq on this rotation than 
from proluihly .i whole textbook. 
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Student #06: He pretty much runs his own family-pract Ice 
clinic and he does a lot of small general surgery, like 
D&C's, appendectomies, things like that, nothing in major 
surgery. I would say he's a really well rounded family 
pract i t ioner . 

Student #07: I saw the importance of really taking care of 
these people that come in, small problems that could lead 
to a lot worse problems. We saw a very disproportionate 
people with obesity. 

Student #1*+: The majority of my time was spent in the 
hospital and as far as seeing out-patient films, I did 
not see any of those, most of the experience I had was 
in-patient* The different things that we saw in the 
radiology department in the hospital are as various as 
one can imagine, all the way from just minor peptic ulcer 
disease to full blown tumors found within the cranial 
vault, or deep vein thrombosis • It was very diverse* 

Student #19: Besides doing nephrology, Dr. 

is a general internist, so I saw a wide variety of prob- 
lems. We particularly had a lot of cancer patients, and 
Dr. was also into metabolic and nutritional assess- 

ments, which we do with a series of graphs and calculations, 
so we had about 12 patients in the hospital per day as a 
rough average. And we would do nutritional and metabolic 
assessments on approximately half of them, so a lot of 
rounding time was taken up with calculations and urinary 
and serum measurements. We have a lot of hypertensive 
patients, 1 saw a lot of that because those are usually 
referred to the nephrologist. We saw a lot of diabetics 
because many of them get nephrology complications from 
their diseases. 

Student //2 1 : He is in the office about 4 half-days a week 
and 1 was with him a few times. Generally the things he 
saw !n his office were follow-up to the hospital, or follow- 
up of patients he had been seeing a long time like year* - 
exams, follow-up of heart attacks, hypertension, things 
like that. So his office was more a follow-up and once or 
twice a day he would have a new patient he would have re- 
ferred to him for a consultation. For example, if it was 
a GI problem that somebody felt didn't need to be worked 
up in tho hospital, then he would see the patient in the 
of f ice . 
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Diagnostic and Therapeutic Techniques In the Precept or sh ig Sett i n q 

The interview item used to explore this topic was as follows: 

To what extent did the preceptorship teach you the 
diagnostic and therapeutic techniques appropriate 
to an office practice? 

As in the case of the previous items, numerical responses for 

this item were not tabulated due to the fact that many of the students 

did not serve in an office* However, extended interview responses 

illustrated by the following quotations again indicated that many of 

the participants learned a good deal about diagnostic and therapeutic 

techniques appropriate to an office practice: 

Student #01: His office (the preceptor's) was for he and 
his partners, and they had also a diagnostic laboratory 
there. He gave me a tour of his office and I saw his 
lab in the back, he showed me the kinds of laboratory 
machines, he showed me what is reasonable for small 
clinics to have, CBC machine, electrolyte machine. He 
kind of explained to me what they could do there, what 
was practical for them to do there, and the things that 
they had to send out. He also had an x-ray department, 
a technician that could take films right there for him. 
He hod some ultrasound equipment for patients that 
wanted some sort of diagnosis. Those are the main 
things that I remember seeing on the tour of his office. 

Student #03: I think he (the preceptor) helped «ne appre- 
ciate the need to select the appropriate tests and not 
the extravagant ones, like down here we might order 5 
or 6 routine tests when we saw a patient, however, up 
there we might limit ourselves to one CBC or one mono- 
spot, something like that to make the diagnosis. I 
think that was good in giving me a feel for really 
needing to select the appropriate test, I think the 
cost effective aspect of it was pretty important. 

Student f/Oh: If you have a kid coming In and don't have 
a lab in association, which we didn't, you have to write 
down which studies you want, then you have to call over 
so they can manage to get into the lab and get the re- 
sults back to you somehow. X-rays ore the same way. 
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Student tiOk cent, 

I remember we would, for a patient we suspected of having 
pneumonia, have them go over to the hospital to get their 
x-ray, then they would bring the actual xrray back with 
them, then we would take them over in the evening. It 
was set up between you and the hospital, to know what was 
going on, so no one would get mad at another* We really 
worked together. 

Student #06: In an office setting a lot of times you 

really don't have the room or the money to provide a lot 

of the diagnostic things that a hospital could supply. 

Your lab doesn't cover a whole floor, it's just one 

single room. You learn to depend on yourself to do a 

lot of the diagnostic tests. You're not able to refer, 

so you do x-rays yourself, you don't send down a CBC to 

a lab, you doit in the office yourself. It really makes 

you think for yourself, because in a hospital setting 1 

tend to get a little lazy, maybe send down to the lab 

and let them do the test, whereas in an office setting, 

you couldn't send it down to anyone else, you had to do 

it yourself. It really makes you more responsible and 

self-reliant . . . When 1 started out, I didn't really 

understand how those tests were done, and the doctor 

let me watch and the technician let me do a lot of 

stuff. But I had never really done these things at 

TMC, 1 didn't really have a deep understanding of the 

mechanisms of a CBC or UA, 1 really wasn't able to know 

how to position the patient for an x-ray or do any of 

that, and they let me do that stuff myself starting 

the second week. And I feel that's really good because 

I think a future doc needs to know how to* do that stuff. 

Student #10: I think that what was emphasized the most 
was that in an office setting you do not have the time 
to go into detailed histories and physicals, which does 
not mean that you leave out important or pertinent things, 
but that you need to know which steps during your physical 
exam you need to concentrate on, which you can delay, the 
kinds of lab tests you need to do just on patients' pre- 
senting signs, because you are limited in your time during 
the office hours. We discussed a little bit about the 
machinery and tests you need to have in your office, in 
a basic private practice. 
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Student As far as the radiotogists teaching me the 

various diagnostic procedures, they did a fairly good 
job as to what types of film would be appropriate to 
take for a patient with a certain type of clinical 
history. The value of one specific film compared to 
another was explained very well, and also the dangers 
and complications of certain procedures in a patient 
who would present a particular clinical history, I 
also learned about what types of film you would not 
want to do under those circumstances because of the 
complications that would follow. These things were 
very well pointed out by the radiology group that was 
down there* They allowed me to read the morning films 
and went over the films with me. When patients were 
being fluoroscoped for either upper or lower Gl tracts 
or what have you, I participated in that. They would 
ask my opinion on the structure of the organs and ask 
for my viewpoint, and if I picked up something they 
went over it with me, if I missed something they 
pointed that out* 

Student #21: They had their blood work done at the 
office, the patients all had it done there so that when 
they came in the work was available to the physician when 
he saw them. The doctor does a fair amount of proctos 
in his office, for the initial evaluation of somebody 
with diarrhea or change in bowel habits, or something 
similar and chest x-rays are done and interpreted 
there in the office. It was a little bit more blood 
work and chemistrys than you see in a small office 
because he was in a bigger group practice and they 
had their own blood chemistrys available, otherwise 
it was basically what you would do in another office. 

Learning to View and Treat the Patient in Family and Community Context 

The interview items used to explore this topic was as follows: 
To what extent did the preceptorsh ?p teach you 
to view and treat the patient in the context of 
his family and community? 

The mean score for this item was 2 # 6, well in the direction 
i»f the "very much' 1 response category. Additional information indi- 
cating that many of the students benefited from the elective in 
tonus of learning to view and treat patients in family and community 
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context was found In the following illustrated quotations. 

Student //01: Probably a lot more than at Truman, we saw 
patients come In with their families. Almost every pa- 
tient was accompanied by someone, particularly children. 
You could see the family and what they had to say about 
the illness and their reaction to it also. I think I 
remember talking to one or two patients about something 
like that. Families there were very interested in what 
happened to someone in their family who was ill, and 
what they could do to help, what service they could be 
to this patient. 

Student #02: I think the family was brought in to discuss 
the health of the patient nearly all of the time, and per- 
haps more than we sometimes see in the city, the family 
did get involved in health care. I think it involves the 
fact that the preceptor knew the family and could get an 
idea, for example, whether perhaps the wife could help 
the husband in his treatment regimen. 

Student #03: This was another one of the best things 
in the preceptorship. At Truman where we do most of our 
training there are not much family ties and family in- 
volvement, it is very limited. We might see and treat 
patients and have them in the hospital for two or three 
weeks and never even know they have a family. However, 
out there the family was usually along with the patient 
and was vitally interested in what was going on. 

Student f/Ok: You just have to understand the social 
customs, what people think is important to them. To 
say '■why don't we wait until summer to take this k i d 1 s 
tonsils out? ,f isn't good, because they (rural people) 
do all their work in the summer. You might as well 
take tonsils out in the winter. Just a whole different 
set of cultural things that you have to understand. I 
saw basic problems that were something that was new to 
me because I have not come from a rural background. 

Student //06: Well, in it's really different from 

Kansas City because the family's more close knit and 
you never see a patient in the hospital without most 
of the family there. I remember one instance where 
the family members didn't even leave the hospital: 
they slept on the hospital couch on the front lounge. 
In a case like that you really deal as much with the 
family as you do with the patient. You learn to under- 
stand their worries and their affairs, both financially 
in regard to whot the bills will be, how the patient 



is going to be, if he is going to get well, if he is 
going to die f and you learn to handle this. Here at 
TMC you seem to just have a patient, and there is 
never any family around, whereas at ________ you have to 

deal with both factors and it gets emotional sometimes* 
The doctor gave me a lot of privileges that way, he 
more or less turned his patients over to me whenever 
he was there and even when he wasn't there* He gave me 
the responsibility to be able to talk with the family, 
just as freely as he would* In so talking with the 
families, 1 really learned that there is more to medi- 
cine than just the physical health, there are a lot of 
emotional factors that come into play with a family In 
treatment of the patients. 

Student #10: The doctor was very aware of his patients 
who could not afford an extended hospital stay. He 
knew their financial situation and took that into account, 
which didn't mean they were shortchanged for medical care, 
but he wc;S trying to combine the most effective means of 
treatment with cost effectiveness. There was one particu- 
lar gentleman who was in after having a rather extensive 
myocardial infarction and developed some signs like a 
spinal block, and I had the chance to discuss with his 
family some of the things we were thinking about as far 
as neoplastic diseases. 1 discussed with them what it 
would mean for him, the problems he was having accepting 
what was going on, 

Student £12: 1 talked to a lot of families/ a lot more 
than I do here at Truman. • At Truman we tend to just 
see the patients who don't have a lot of family support. 

But in it was different. There were families 

and they were around a lot, they were interested and 
their relatives cared, I would talk to the family pretty 
frequently because I would be there when they were there 
and the doctor would be busy or gone in the afternoon, 
so I would get to talk to the family quite frequently 
by mysel f . 

Student #15: We had a lot of home dialysis trainees, 
and there were people who were on limited care dialysis, 
and there were the full-care dialysis patients. Just 
taking a member out of the family and putting him on a 
dialysis for 18 hours a week really affects the whole 
family, and their job status. We had an eleven year 
old boy who was trying to go to school and was a good 
candidate for home dialysis. We were teaching his 
mother all the different meals he could eat, and oil 
the foods that fie could not eat. His father was the 
main one who was involved in his dialysis, teaching 
him how to draw blood, how to stick himself and all 
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Student #\k cont. 

that, and what to watch for when he got sick, just to make 
sure the kid had a normal life as much as possible. Dialy- 
size him at night instead of him missing school. 

Student #16; We had a lot of chronic disease like asthma 
which really took a big toll on the family, because a 
lot of times they were incapacitated for a while, couldn't 
work, and that was a big social problem. Sometimes even 
placement was a problem because they didn't have anywhere 
to stay and their disease was so bad that they had to 
figure out where to stay such as a nursing home, some 
place for them to stay after they got out of the hospital. 
So we dealt a lot with relations with the family and com- 
munity organizations to. get the people rehabilitated and 
back either working or independent living by themselves 
or some place where they could stay. I frequently Inter- 
viewed a patient's family by myself down in 9 a lot 

of people are farmers and a very big family unit. They 
are all very involved in the patient, and you extensively 
involve yourself with the family of every single patient. 
Every day J would talk to the patients 1 families, that 
was a part of the routine, and the preceptor really 
stressed informing the patient's family about everything 
down there. You had to sit down and explain so you didn't 
get bothered later at night when the family didn't know 
what was going on. We have to keep the family informed, 
and that was one big thing 1 learned down there. 

Enhancing Interviewing and Human Relations Skills 

The interview item used to explore this topic was as follows: 

To what extent did the preceptorsh ip broaden and 
enhance your interviewing and human relation skills 
through experience in providing care in an office 
sett ing? 

Again, numerical responses were not tabulated because some of 
the electives were not in an office setting. However, other inter- 
view responses illustrated by the following quotations indicated that 
many of the students improved their interviewing and human relations 
skills through participation in the WMAHEC elective program: 

Student //03: I think it was very advantageous to be on 
a preceptorship because 1 saw a tremendous volume of 
patients and they had such a wide variety of problems, 
many of which were new and I had never dealt with before. 
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Student //03 cont. 

There were patients who were illiterate but were inter- 
ested in getting themselves cured and for the most part 
were compliant with whatever you decided. That was a 
great experience in interviewing and relating to patients. 
Here at TMC we have the opposite situation, so 1 think I 
gained a lot. 

Student #06: 1 picked up a lot of things at 

with the help )f my preceptor* He taught me how to 
sense when a patient really wasn 4 t telling me the 
truth. Sometimes a patient will have an underlying 
disorder that they're a little ashamed to tell you* I 
found that you are able to talk to a patient on a 
person-to-person basis rather than a doctor-to-patient 
relationship. I think • t 1 s really important because 
a lot of people are really afraid of doctors* My pre- 
ceptor taught me that one of the main things you need 
to do is gain the trust and confidence of the patient, 
and one of the ways to do it is not to talk down to them, 
to talk on their level, I was able to watch the doctor 
when he was with patients and when he turned me more or 
less loose by myself, so I had a chance to really prac- 
tice what I learned down there* 

Student #07: I think that the experience did me good 
in that I ret a lot of new patients, probably 20 or 30 
new patients d day I came in contact with by myself 
either doiny a physical or doing some sort of thing 
like taking blood, giving an injection, or doing a 
pelvic. This kind of experience helps you gain a lot 
of comfort and confidence in yourself and your ability to 
answer questions right without letting the patient become 
too anxious. 

Student #10: You* re coming into a kind of close commun- 
ity. Although everyone was very friendly to me there, 
it put me in the position of having to put the patient 
cU ease, being able to complete an interview without 
leaving out important things because you are uncomfort- 
able yourself. I think it helped me to be responsible 
for seeing the patients when they first came into the 
hospital betriu^e it gave me a chance to acclimate 
them to me. Just the interviewing itself was good 
because there wore several different people which is 
not to say ih.it people from our city hospital are 
fundamentally different than people from rural 
settings, b>it they tire, in your approach. 
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Knowledge of- the Referral and Consultation Processes in a Communi ty Setting 

The interview item used to explore this topic was as follows: 

To what extent did the preceptorship provide know- 
ledge through experience of referral and consulta- 
tion processes in a community setting with multiple 
and varied health resources? 

The mean response to this item was 2.5, well in the direction wi 

the 'Very much" response category. Additional interview responses 

which indicated that students gained knowledge of referral and con- 

* 

sultaticn processes are illustrated in the following quotations: 

Student #01: There was a lot of communication because 
he used mainly the same physicians to refer to, he 
would talk to them very frequently about this patient 
or that patient and at the same time get a follow-up 
on everybody he saw. 1 also know that if he didn't 
hear about a patient he made a point of calling and 
finding out what happened to the patient. It seems 
like I got a follow-up on just about every patient 
that he referred somewhere. 

Student £02: He would often call himself if he didn't 
hear within a few days, and we'd get a complete record 
from the hospital in K.C. when the patient was dis- 
charged. He knew the physician he was referring to 
and had worked with them before. Generally, for each 
different problem, he referred to a different physician 
in a different hospital. 

Student "03: My preceptor recognized his limitations 
in dealing with a lot of problems. If we had someone 
come in who was pregnant, he did not practice O.B., 
so he would immediately refer them to someone who did. 
If they had a pulmonary problem which he was not know- 
ledgeable enough to follow long-term, and give them 
good care, he would refer them to a pulmonary specialist. 
If they hnd some emotional or psychological problem, 
which a number of cases did, we set them up to talk 
to the psychologist he was working with and referred 
them to him. There was quite a bit of dialogue back 
and forth between the preceptor and whoever he was 
consu 1 1 i ng. 
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Student #06: Referral was the name of the game because 
of lack of facilities. We used the University of Missouri - 
Columbia for various things but whenever we could we tried 
to use more or less a local specialist* My preceptor 
woutd say, fl When you come back from Columbia, call me, 1 
want to know what they said, 1 want to know if I can help 
you do what they said to do, 11 that kind of thing. If 
there was no visit, he would at least call, and he always 
knew what was going on. There was a good degree of inter- 
change between consultants and referring physicians, and 
I think that's really important because when your patients 
come back home, you are going to have to see them again. 

Student #10: The doctor was consulted when any of the 
other specialty practice physicians had a patient in 
with a problem that he thought encompassed the field of 
internal medicine. The doctor saw the patient, wrote 
recommendations just like a consultation would be done 
here, basically went by to see patients during their 
hospital stay, with the understanding that when they 
were released they were to be released back to their 
original physician. After the doctor performed a con- 
sultation he would call the physician that he had the 
consultation for, and would do that after each consul- 
tation, saying, n This is concerning so and so, this is 
what I found, this is what I think, l*va recommended 
the following on the chart. 11 

Student #12: The doctors I was with, being pulmonary 
doctors, got a lot of referrals from small towns in the 
area. The doctors would get a call at their office, 
occasionally they would get a letter, and then the pa- 
tient would be sent up with their x-rays # Then when- 
ever we discharged patients we would send a copy of 
their discharge summary to the recommending physician. 

Under s t anding the Role and Lifestyle of a Primary-Care Physician 

The interview item used to explore this topic was as follows: 

To what extent did the preceptorsh ip help you 
understand the role and lifestyle of a primary-care 
physician in the total health care system of a 
commun i t y? 

The mean response to this item was 2.7 » well in the direction 
of the ii vcm > -nich 11 response category. Additional interview responses 
which indicated that students gained understanding of the role and 
lifestyle of a pr inwry-cH re physician are illustrated in the following 
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Student #0*f: This man was particularly active in the 
sports programs in the city, especially in the summer. 
Part of city government influenced the^sports programs, 
so he was on the board for that kind of thing. From 
he would say, people expect doctors to get into commun- 
ity events and to be a part of the community, more so, 
I think, than any other individual. 

Student #06: He was really good to more or less take me 
with him every place he went. He has off Wednesday and 
Friday afternoons and he Js really an active person In 
the community. He has an active part in the community 
bank there, he owns several land holdings, there, and is 
just a _______ active community member all the way 

around. He tooK me to a board meeting one time, he Is f 

really active in the athletic field, he is more or less 

the team doctor for all the athletic events that happen 

in , and he took me to some football games with 

him. 

Student #09: This is where it was kind of neat. My 
preceptor had been the .team physician for the local 
college football team for 32 years, so he knows every- 
body in town, everybody on the staff of the college. I 
went to two football games and a basketball game, and 
played the athletic doctor, which was great. I hadn't 
been in a locker room in years and It was great. He Is 
well liked, well respected, he's active in all the clubs v - 
around town, especially the Rotary Club. I went to some 
Rotary Club meetings. He fit in well with the community. 
It was great going to the football games and walking down 
the sidelines, getting to go back to the locker room. 

Student #10: He was very much involved in community 
affairs. While I was there he was appointed to be on 
the board of one of the banks, a,*d it was interesting 
for him because he had never had to work with figures 
and he always made jokes about physicians not knowing 
what they were doing. He was concerned and was going 
over basic accounting and things for that. He was also 
involved in some of the planning of community committees 
for basic layouts in the community and some other groups* 
There was a time when he even sang in the choir at 
church. So for him there was more than just practic- 
ing medicine. 

Student #16: 1 went over to his (one of the preceptors) 
house for dinner a couple of times and we went to a 
couple of continuing educat ion classes they had down 
there. Both of the preceptors were really obsessed 
and compulsive and spent a good many of their hours 
at the hospital or in their office and worked very 



Student #16 cont* 

hard. Looking at their lifestyle, 1 don't think I would 
want to live their kind of life* I went to a quarterly 
staff meeting and 1 was involved in sitting In on that 
and they had a couple of lectures throughout the month 
on continuing medical education, and they had speakers 
come through, and I heard a few of those* 

Learning about the Skills. Roles, and Capabilities of Office Support 

Personnel 

The interview item used to explore this topic was as follows; 

To what extent did the preceptorship help you to 
learn through personal experience the skills, roles 
and capabilities of such office support personnel 
as receptionist, nurses, etc.? 

Numerical responses to this item" were not tabulated because some 
of the students did not serve in office-based electives. However, 
other interview responses indicated that students assigned to office- 
practice electives did learn a good deal about the skills, roles, 
capabilities, and importance of office personnel. Illustrative quo- 
tations supporting this conclusion included the following: 

Student #01: I spent a lot of time observing these people, 
the people in his office* I can't really say that 1 sat 
down and talked to them about their roles, or even much 
about what they did. 1 learned just by observing them. 
Mainly I saw the interactions between the nurse and my 
preceptor, how she helped him out and what she would do 
with the patient and where she would let him take over. 

Student #03: He had an office staff of five girls, two 
receptionists, two nurses, and a lady who did the books, 
and I had quite a bit of interaction with them. From the 
nursing standpoint, when one of them was sick for several 
days I did a lot of the nursing type of things to help 
out, taking blood pressures, giving treatments on various 
things, that kind of thing. 

Student ffOk: You have to get along with the people you 
work with, you hove to have a nice fluid way and an ade- 
quate way of treating patients, and that Includes every- 
thing from billing to actual nursing care, shots, allergy 
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testing, the receptionists, and other things 1 had never 
known, I had no way of knowing before this. 

Student //05: I really clidn't appreciate a nurse, book- 
keeper, or receptionist until 1 went down there. You 
take all that stuff for granted at TMC, I found out with 
this doctor that in order to really run a good practice 
and make a practice work, a good nurse is really worth 
her weight in gold. And so is a good receptionist and 
bookkeeper. Bookkeeping and receptionist things, the 
doctor doesn't have time to do, he's with a patient. 
The doctor had a really fine nurse down there. It just 
seems like the office and patient relationships run a 
lot better when you have a staff that gets along well. 
I'd say 1 definitely got a better understanding of the 
really important things of an office support personnel ♦ 

Student #08: Well, these are invaluable people for a 
practice, to make it go. Without an office nurse to co- 
ordinate everything for you, you would never get out of 
the office at night. Their (office staff) role as health 
care providers and even receptionists is unreal, the medi- 
cine that they help practice over the phone is unreal, 
they are very important people. Social workers and other 
people in the hospital also are important. You don't 
have hours to spend on the phone yourself so these people 
are important in that capacity. 

Student #09: In a clinical office practice nurses are 
absolutely essential because they do the initial workup, 
take the blood pressure, the chief complaints were taken 
care of by them, etc. You just have time to start in 
with the problem, if they weren't there you would be much 
slower. My preceptor, being an allergist, has six or 
seven people working on preparing shots because he has 
a voluminous allergy practice. Without them his office 
wouldn't run, just because of the volume of business he 
does. It was a smoothly run office and I was impressed 
wl th how i t was run. 

Student #19: I got to know some nurses which was a good 
experience. And I learned how technicians can run dialysis, 
which was new for me. 1 had thought they all had to be 
R.N.s. I learned how important R.N.s are because they are 
really the supervisors of the floors. f learned about the 
surgical O.R % because 1 went in on a surgery so I learned 
more about the support there, the annesthes iologi sts , the 
scrub nurses and the circulating nurses. 
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Student #21: His receptionist was a major part of his 
practice, it seemed. She would take all his calls initial- 
ly, and if he had messages where he didn't directly have 
to talk to them, she would take care of that. If he had 
to remind himself of what happened to a patient last time 
they were there, he would call her at the office if he 
was at the hospital and say please pick up the chart for 
me and tell me what went on* So the receptionist was a 
big part of his practice, and was a real help. 

Gaining Familiarity with Business and Monitoring Aspects of Medical 

Pract [eg 

The interview item used to explore this topic was as follows: 

To what extent did the preceptorship expose you 
to the business and monitoring aspects of medical 
practice, such as bookkeeping, records systems, 
appointment scheduling and payment mechanisms? 

The mean score for this item was k.7 $ indicating that many of 
the students did not receive much exposure to business and monitor- 
ing aspects of medical practices. Of the nineteen students who 
were interviewed, five checked response category seven ("not very 
much at all 1 *) and five more checked categories five and six in 
responding to this item. However, some of the students did report 
substantial benefits in terms of exposure to business and monitor- 
inq ospects of medical practice, as indicated by the fact that six 
checked categories one, two, or three, and by the following il- 
lustrative quotations: 

Student //03; I had access and was exposed to the whole 
gamut of business practices, from when. staff scheduled 
the patients to seeing how they billed the patients, 
filling out the insurance forms, seeing how they fig- 
ured out the books at the end of the day, seeing how 
they figured the payroll, seeing how the physician 
dealt with the other tenants of his building, and 
how he dealt with his corporation. It was really 
good . 

-29- 



O 4» 



Student #05: * In the very beginning he showed me" exactly 
how they ran the billing system, appointments, etc. They 
have a big clinic system and it is computer billed. They 
had a computer technician and a bookkeeper. The precep- 
tor showed how he set up his office to be .a little more 
efficient than he used to have it, he had the bookkeeper 
filling out all the insurance forms, now he has the pa- 
tients filling out their own insurance forms. 

Student #06: I didn't realize how many books a doctor 
has to keep. There is always somebody coming down from 
an agency checking on you. -You have to keep records of 
the drugs you dispense, records of your syringes, linens, 
utility bills, insurance, tons and tons of bills that a 
doctor has. 

Student #07: We didn't sit down and talk about it, but 
just from what I had observed they had a very accurate 
monetary system, everybody was ready to write things 
down just as they were done, how much that was and 
everything. At the end of the visit they were told 
how much they used up and that was run to his advantage. 
His wife handled the materials and things. They bought 
generic drugs by the big boxload and kept them on their 
shelves or kept them stored. 

Student #09: He had a good bookkeeping system, I remem- 
ber from my Southwest Missouri trip I took a few years 
ago, they were talking about clinical office practice as 
far as the bookkeeping and accounting system goes. It's 
very important because your office overhead in a small 
community is expensive with the ancillary help you get 
and office calls aren't that expensive. His record sys- 
tem was the classic file room and the folders, and the 
office coordinator took caru of the bookkeeping and the 
payment mechanisms. He had two receptionists out front 
that took care of the appointment scheduling and maneuver- 
ing patients around, if he had one that needed to be seen 
f i rst. 

Student #10: He had a discussion with me about basic 
things you would need in order to go into private prac- 
tice and how he kind of stumbled onto what system he has 
now by trial and error, because there wasn't anyone 
really for him to talk to about it, how to set up 
things. We talked about things such as having an 
accountant, like a medical management firm which 
he does have now, to help you design what kind of 
slips you want to make appointments on, to various 
records, how you want to arrange records. Now he 
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has a huge alphabetical filing system In his office. We 
talked about how many people you need to help you in 
your office, and if you are just going to need an RN or 
nursing assistant, if you can afford to have a reception- 
iit or nursing assistant who can do other things, and 
have an RN to go with you on rounds so the office can 
keep functioning until you are there to see patients. 
We discussed the importance of having a good lawyer, 
not necessarily having a famous one but just a good 
lawyer who could explain things to you. 

Student #15: 1 learned a lot about it, especially how 
to set up charges, how to file insurance claims appropri- 
ately so that you indeed get paid for the work that you 
have done. Also appointment scheduling, that's a problem 
with this kind of practice, you have to deal with it on 
a daily basis almost. Many of their elderly patients 
couldn't accept appointments, and many of them were still 
walk- ins, they just refused to accept an appointment that 
you made for them. My preceptor had a Certified Public 
Accountant to do his bookkeeping. 

Understanding of Preventive Health Care Practices in a Primary Care 



The interview item used to explore this topic was as follows: 

To what extent did the preceptorship help you de- 
velop a better understanding of preventive health 
practices and. their utilization in a primary care 
pract ice? 

The jaeen-^CQre for this item was 3.6, indicating that respondents 



ents checked response categories one, two, or three in answering 
this item, while four checked categories seven, eight, or nine and 
five checked the mid-scale value of four. Respondents who were posi- 
tive about their electives in items of understanding preventive 
health practices in a primary-care setting offered the following 
illustrative explanations: 



Pract ice 



as a 



group 




more affirmative than negative. Ten respond- 
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Student //02: In prenatal checks, we'd follow the mother 
along to make sure that she was progressing well and was do- 
ing everything right, immunizations were very much 
stressed in small children. 

Student #13: The elective helped me understand what a 
big difference preventive health measures can make. 

Student #16: We were involved a lot in (prevention of) 
smoking, because that is a big cause of pulmonary prob- 
lems and lung cancer. There was a phenomenal number of 
people we consulted to quit smoking, including preventive 
health care ... We worked closely with the public health 
nurse in Springfield. We examined people who had picked 
up TB or hepatitis to determine whether they could go 
back to work. 

Understanding of Public Health and Environmental Factors 

The interview item used to explore this topic was as follows: 

To what extent did the preceptorship provide you 
with an understanding of public health and environ- 
mental factors in relation to the private practice 
of medicine? 

The mean score for this item was 3.7» indicating some of the 
students felt they had gained significant understanding of public 
health and environmental factors in medicine, but others felt they 
had not. Eight respondents checked response categories one, two, or 
three, but four checked scale mid-point of four, and three checked 
categories toward the "not very much at all" pole. 

In addition to the preceding quotation from student #16, who 

discussed public health along with preventive medicine, student #15 

provided an illustration of understandings regarding public health 

acquired through the elective program: 

I learned that dialysis patients could get 
their medicine at cost instead of having to 
pay pharmacy charges, and that there are a 
lot of things the Kidney Foundation will do 
for these patients. 
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Exposure to Rural Practice 

As mentioned above, one of the goals of the WMAH EC- supported 
electives is to -introduce future physicians to medical practice in 
a rural setting. It is hoped that this experience will help per- 
suade future physicians to practice in rural areas, which tend to 
be medically underserved compared to large urban population centers. 
Although it is difficult to arrange electives in severely underserved 
rural areas precisely because there are few physicians there in the 
first place, it is hoped that experience in a rural setting or a 
small or medium-sized city serving a rural population will help fu- 
ture physicians learn about medical practice in these settings and 
will encourage them to consider locating in similar communities. 

Evidence from the interviews indicated that a number of the 
students participating in the electives did observe and learn a 
good deal about primary-care practice in a rural or rural-serving 
setting. Aspects of rural practice most frequently commented on 
in the interviews included the types of medical problems encountered 
by the physician, referral patterns involving rural areas, small 
towns, and large cities, the physician's role in a small town com- 
munity, and physician-patient relationships in a rural or small- 
town location. In a few cases, the students indicated that parti- 
cipation in the elective program helped persuade them or confirmed 
decisions to consider establishing a medical practice in a rural- 
serving location in the future. In addition to responses already 
quoted, some of the understandings and observations which the stu- 
dents cited along these lines are quoted on the following pages. 



Student #01: I think I would Hke to be In a small town, / 

if I thought f could have enough business* # # # | think ,* 
that for students who came from a larger town, ft is a / 
very important part of our education to go to a small / 
town. I think it was one of the more worthwhi let months I 
I have spent in my tenure here* It's probably particu- 
larly good for an upper level student * . * (because) 
I was given more responsibility for patients down there 
than I had ever been. They didn't have any residents 
down there, so I was like a resident. 1 stayed at the 
hospital all the time, calls were directed to me first. 
They would call and ask me what to do* I had to make 
the decis'ron about what I felt confident doing or what 
I felt like I had to call my preceptor about. 

Student #04: It (the elective) was very valuable for me 
as an introduction to rural areas* I had considered and 
am still considering practice in a rural area. You read 
about ft, and it all sounds well and fine, but until you 
are there and are actually presented with a problem, it 
doesn't really hit home* Basically, I think you need to 
see the area, not just read about it* 

Student #07: The elective was confirming for my decision 
to practice in a rural area in the sense that 1 saw what 
was going on and I felt it made me feel like I want to go 
down there and do a better job. I know that there are 

primary physicians in and in the immediate area 

that are fine, fine physicians, and they are doing a great 
job, but it (the elective) also showed me that there is 
still need for physicians in that area and a lot of areas 
* . . .It (the elective) gave me positive feelings about 
going into rural f ami ly med ic ine. 

Student #18: I had sort of decided earlier to locate in 

a rural area, when I had another elective down in m 

I really liked it down there, I liked the community. That 
was the first time I had ever been out of a big city, and 
I sort of liked it compared to a big city. 

Student #19: I definitely want to go back to * 
The good thing about it (the elective) is that it con- 
vinced my husband that he, too, would like to go to 

^ ^* He had never thought before that he would 

want to be away from a big university because he likes 
academic medicine, but now he can see that being in a 
small town does not mean your medicine proctlce is sub- 
optima), that your practice can be very good and you 
can do a lot of things you wouldn't otherwise get to do 
in a large center where there are too many subspecial- 
ties and physicians. 



Problems in Administration of the Elect ives 



One of the main reasons for conducting the interviews was to help 
obtain information about the functioning of the elective program and 
ways in which it might be improved in the future* Students who were 
interviewed were asked to describe the kinds of problems they encoun- 
tered and the steps that might be taken to solve them. Problems will 
occur in the administration of any program, particularly one such as 
the elective program that operates over a wide geographic area. Most 
of the problems cited by the students were minor ones unique to the 
context of their electives, but two required mention at this point in 
this report because they bear on the general function of the program. 

The first is an occasional problem involving selection and screen- 
ing of the preceptors. We know from the questionnaire and interview 
data described above that most of the preceptors have worked effec- 
tively to make the elective experience a successful one for the stu- 
dents, but in a few cases preceptor supervision was less than adequate, 
as illustrated in the following quotations: 

1 think it's real important to screen the doctors 
really good. This guy (the preceptor) was having 
an awfuj time with his life. Here he was going 
through all these court proceedings and stuff, 
and he didn't need the extra pressure of having 
somebody new around. There is no way he should 
have been given a student in that month. The 
last time students went there, there was a year 
three student and a year six student. The year 
three student spent all his time with the year 
six student. They taught each other stuff the 
whole time, and the year three never spent any 
time with the doctor. So I think that's why 
no one knew before that he was doing a bad job 
or that his student didn't really like him. 
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Retated to the screening task fs the larger task of maintaining 

good communications concerning opportunities available in the WMAHEC 

elective program and providing students with early information about 

the most suitable locations. A problem regarding this aspect of the 

program was described by a student who said that: 

I heard about the elective (location) from a stu- 
dent, and I attempted to get it, but I was turned 
down. I was told that the doctor only takes one 
student a year. So 1 said OK* Then a girl came 
back in November and said that the doctor wanted 
as many students as he could get, and would even 
like one every month. So I reconsulted the school 
and again was told he only takes one student a 
year. They said I couldn't call him directly but 
I went ahead and called him and he told me to go 
ahead and come there. It was kind of a hassle, 
It really was. I was kind of disappointed that 
the school said the location wasn't available when 
It really was available. When I got down there 
they were equally upset with the school because 
they want students down there and they can't under- 
stand why more students don't come. . . .In real- 
ity it's a very good elective, so the problem must 
be some kind of lack of communication. 

It should be emphasized that the situations described above were 
isolated and atypical, and that they do not necessarily indicate system- 
matic malfunctioning in screening and communications processes in con- 
nection with WMAHEC electives. On the other hand, occasional emergence 
of problems of this kind does indicate that attempts to improve screen- 
ing and communications should be continued on a regular basis. 



